Purpose of the Study: The purpose of this study was to identify different types of clients who use home and communitybased services. Design and Methods: Enrollment characteristics of 76 clients at risk of nursing home placement and Medicaid spend-down who were enrolled in the Virginia Community Living Program were analyzed. Two-step cluster analysis identified 4 groups of service users. Results: Enabling resources (caregiver relationship to participant, participant living arrangement, and length of time caregiver provided assistance to participant) and disability type (physical, cognitive, traumatic brain injury, or other) differentiated the client groups. Groups differed on average service cost per day and likelihood of nursing home placement if services were not provided. Implications: Findings point to the value of having practitioners assist vulnerable clients in tailoring services to meet different care needs and the need for refining policies guiding home and community-based care.
Families have long been the de facto social unit to provide care for older adults, with nearly 62 million family caregivers in the United States in 2009 (Alkema, 2013) . Home and community-based services (HCBS) are designed to supplement care provided by families. HCBS encompasses a broad range of services and supports, including direct, hands-on care, supervisory or standby assistance, the use of assistive devices and technology (e.g., monitoring systems), and home modifications (Stone, 2011) . Using HCBS options promotes independence and choice for older adults and their family caregivers. HCBS are considered a viable long-term care option with potential to delay or avoid institutional living and result in less financial burden for care recipients and their family (Lehning & Austin, 2010; Robison, Shugrue, Porter, Fortinisky, & Curry, 2012) .
Most communities do not have adequate long-term services and supports (LTSS) in place to meet the needs of their aging population. The costs associated with formal LTSS are significant and the current generation of older adults often has inadequate personal savings to pay for services (Alkema, 2013) . Older adults with income above Medicaid's threshold have to pay out-of-pocket for services and do not always obtain the care they need (Lehning & Austin, 2010; Sands et al., 2012) .
The purpose of this study was to advance understanding of HCBS users. The federally supported Community Living Program (CLP) supported older adults with physical or cognitive limitations that resulted in dependency in at least two to four activities of daily living (ADLs). Program participants were deemed at risk for, or vulnerable to, nursing home placement and spend-down of resources to meet Medicaid eligibility requirements. Using enrollment characteristics, we identified different groups of clients, HCBS services selected by each group, and health status outcomes and program effectiveness.
Policy and Program Overview
The ultimate goal of HCBS is to provide a person-centered, effective, efficient, and coordinated care system that addresses diverse needs of older adults who prefer to remain in their homes and avoid institutionalization (Alkema, 2013; Casado, van Vulpen, & Davis, 2011; Castora-Binkley, Noelker, Ejaz, & Rose, 2010) . Individuals who exceed the income and assets eligibility criteria must spend-down or deplete their financial resources to become eligible for Medicaid HCBS services (Alkema, 2013; Weiner et al., 2013) . Thus, individuals often depend on, and ultimately exhaust, unpaid family support or go without the services they need (Weiner et al., 2013) until they can meet income eligibility criteria. Even when eligible, individuals have reported that available services are insufficient (Kaye, Harrington, & LaPlante, 2010; Robison et al., 2012) , suggesting the need for improved service coordination to address individuals' comprehensive needs.
As HCBS waiver programs evolved, they offered enrollees the option to hire family and friends to provide care and expanded service options to include home modification, alternative therapies, and nutritional counseling (Stone, 2011; Tang & Lee, 2010) . Current HCBS waiver programs encourage consumer-direction and promote individuals' choice. According to the Kaiser Family Foundation, in 2009 approximately 3.25 million adults of all ages benefits from Medicaid HCBS demonstration programs (Reaves, 2013) , such as Cash and Counseling (Carlson, Foster, Dale, & Brown, 2007) , Independence Plus (Crowley, 2003) , and Money Follows the Person (Crisp, Eiken, Gerst, & Justice, 2003) . The Cash and Counseling demonstration program allowed older adults' self-direction of services and gave individuals the authority to "hire, fire, supervise, and manage service providers who may be family members" at their discretion (Harrington, Ng, LaPlante, & Kaye, 2012, p. 172) , which resulted in an increased ability to obtain care more efficiently than from traditional programs (Carlson et al., 2007) . Enrollees who were offered flexibility and control reported greater consumer satisfaction with help and overall quality of life, and fewer unmet needs than individuals who were offered traditional services (Carlson et al., 2007; Schore, Foster, & Phillips, 2007) . In addition, caregivers of self-directed enrollees reported better health, higher life satisfaction, less physical, financial, and emotion strain, and greater satisfaction with arrangement of care (Foster, Brown, Phillips, & Carlson, 2005) .
The most recent federal initiative, the CLP, incorporated consumer-direction design features. It was unique in its effort to address the comprehensive needs of older adults before a physically and fiscally unmanageable care situation. The CLP was not administered by Medicaid, rather it was administered by the Administration on Aging (AoA) to reduce the need for Medicaid services. Individuals at risk for Medicaid spend-down and vulnerable to nursing home entry because of unmet service needs were targeted (AoA, n.d.). Twenty-eight states received grants to implement programs that offered various coordinated services that supplemented informal care (AoA, n.d.). The CLP program enrolled more than 5,500 people between (Aging and Disability Resource Center, 2012 .
Program participants were identified directly through Area Agencies on Aging (AAA), by community provider referral, or during community presentation recruitment (Brossoie & Roberto, 2012) . Housed within local AAAs, staff served as service coordinators for participants enrolled in the program. To be eligible, caregivers had to demonstrate difficulty in meeting the needs of older adults; the intent of the initiative was to complement ongoing family caregiving efforts and supplement available personal and financial resources (AoA, n.d.) . It capitalized on the strengths of informal caregiving by offering older adults and their caregivers control over service selection and service providers. Eligible participants were given a state-determined monthly allowance to purchase a range of publically supported LTSS that address individuals' specific needs. Consumer-direction permitted participants to choose whether a family member or an agency provided services. AAA service coordinators helped families coordinate and implement services that they chose. Thus, the CLP removed several common barriers by raising awareness and increasing availability of services, as well as ensuring affordability by providing clients a monthly service stipend. Although funding for CLP was not renewed after the original grant period because of federal budget cuts, the identification of service user groups and services used enhances the understanding of consumer-direction and coordinated care practices.
Risk for Need for Medicaid LTSS
Research suggests that typical HCBS users have advanced age, are female, White, have low income (Li, 2006) , and have a range of health conditions, functional dependence, and cognitive impairments (Gaugler, Kane, Kane, & Newcomer, 2005) . HCBS use varies across racial and ethnic groups, with White Americans more likely to use HCBS than African Americans or individuals of Hispanic/Latino origin (Caffrey, Sengupta, Moss, Harris-Kojetin, & Valverde, 2011) .
Low levels of service use are associated with lack of perceived need, unawareness of available services (Casado et al., 2011) , or limitations on eligibility (Weiner et al., 2013) . Transportation issues concerning cost, inflexible service hours, and limited mobile medical programs were identified barriers to healthcare access in rural areas (Goins, Williams, Carter, Spencer, & Solovleva, 2006) . Compared to urban older adults, individuals in rural regions reported lower levels of use, primarily because of limited availability of services (Li, 2006) . However, when services were available, rural older adults were more likely to use multiple services than their urban counterparts (Hong, Hasche, & Lee, 2011) .
Subtle differences were reported for spouse and adult child caregivers' use of services in support of the care of their older relatives (Robinson, Buckwalter, & Reed, 2013) . Spouses were less likely to use services and more likely than adult children to report that they did not need help with caregiving. Spouses may consider caregiving an expected part of the marital relationship, and unlike adult children who are likely to be employed, spouses are likely to have exited the workforce. Thus, availability of time may contribute to spouses' willingness to provide care and not use formal services (Robinson et al., 2013) .
Theoretical Framework
Previous studies designed to predict and explain characteristics associated with service use studies have utilized Andersen's (1995) Behavioral Model of Services Use (BMSU, 1995) . The basic premise of the BMSU is that use of services is a function of individuals' predisposition to use services, level of need, and factors that enable or impede use (Andersen, 1968) . When used as a predictive mechanism, predisposing variables include demographic characteristics such as age, gender, race, marital status, living arrangement, family income, and education (Chen & Thompson, 2010; Ferris, Glicksman, & Kleban, 2014) . Enabling factors range from family (e.g., relation of caregiver; Hong et al., 2011) to environmental level variables, (e.g., access to healthy foods, housing quality, safety; Ferris et al., 2014) . Need-based variables tend to focus on the functional and cognitive dependency of the care recipient and caregiver (Chen & Thompson, 2010; Hong et al., 2011) . Similarly, outcome measures vary across studies with variables such as "remaining in the community" (Chen & Thompson, 2010) or existing need for meals or transportation (Ferris et al., 2014) .
Research Questions
Andersen's BMSU framework guided the selection of relevant enrollment characteristics that distinguish different client groupings or clusters (see Figure 1) . The following research questions were addressed: (a) Are there distinguishable groups of clients based on enrollment characteristics? (b) Do groups differ on their utilization of services? and (c) Do groups of clients differ on outcome measures that assess perceived health status of clients and program effectiveness? Clusters were based on client characteristics obtained at enrollment. We examined whether client groups were related to the types of services selected and associated with different outcomes. We expected that client groups and outcomes would differ by types of services used.
Methods
Data for this study were originally collected to evaluate Virginia's CLP pilot program. Virginia received a CLP grant in 2009 to implement the program at three AAAs and in 2010 received additional funding to increase the number of program sites to 10 AAAs. To be eligible, individuals had to be 65 years and older, indicate a primary disability of cognitive impairment or required assistance with 2-4 ADLs, and have an informal caregiver demonstrating difficulty in meeting their needs. There were recommended parameters for household income (at or below 300% of Social Security Income) and liquid assets (individual: $21,912-$43,824; individuals with spouses: $43,824-$219,120). Through consumer-direction of services, 18 routine or one-time services were offered to enrolled participants (see Table 2 ). All participants were allocated up to $1,200 to use at their discretion or that of their caregiver. Enrollment from two phases of the program totaled 153 participants. Approximately one-half of enrollees used only one service and were enrolled for less than 1 month. Because we focus on service selection for the present analysis, we included only participants who were enrolled in CLP for 31+ days and purchased 2+ services (n = 76). Except for length of enrollment and number of services purchases, the study sample did not significantly differ from the other participants in the program. Virginia Tech's institutional review board approved this research.
Study Sample
The 76 study participants ranged in age from 66 to 95 years (M = 83.2). Nearly two-thirds of the participants were women (n = 51; 67.1%). Most participants identified themselves as White non-Hispanic (n = 63; 82.9%); 11 participants indicated a Black non-Hispanic identity (14.5%); 1 participant was a White Hispanic person (1.3%) and 1 participant was Asian (1.3%). Almost one-half of the participants were married (36; 47.4%) and more than one-third lived with only their spouse (n = 29; 38.2%). Just more than one-third of the participants were widowed (n = 30; 39.5%). Reported household income was $20,000+ for more than one-half of the participants (n = 39; 51.3%). The participants' primary health concern was physical disability (n = 42; 55.3%) or cognitive disability (n = 31; 40.8%). They reported an average of 4.51 ADL limitations and 4.77 chronic health conditions. Overall, participants purchased an average of 3.08 services and reported an average of 1.39 existing unmet needs. There were no missing data on study variables. Additional background information about the study participants is provided in Table 1 .
Data Sources
Data for this analysis were drawn from several sources. A statewide computer database provided information about participant characteristics and service enrollment, including demographic information, health data, and caregiver information. The program's fiscal management database provided service enrollment and billing information. Service coordinator staff offered additional information about participant characteristics and recruitment information, as well as insight about securing services. In addition, participants or their caregiver (i.e., proxy informant) completed a satisfaction survey focused on the type and number of services purchased, an assessment of the participants' health conditions, perceptions of unmet needs, and perceived program effectiveness.
Study Variables
Variables selected for this analysis were based on the literature, theory, and availability in the dataset. During the enrollment process, participants or their caregiver were asked a series of single-item questions used to assess predisposing, need, and enabling resources (see Figure 1) . Age of participant obtained from the demographic information included in the statewide computer database served as the predisposing characteristic. Need was assessed based on the reported primary disability type (i.e., dementia, physical disability, traumatic brain injury, or unspecified) and number of limitations in the following ADLs: bathing, eating, dressing, transferring, toileting, bowel control, and bladder control. Enabling resources were operationalized as living arrangement (alone/with others), household income (<$20,000/$20,000+), caregiver relationship to participant (spouse, adult child, other relative, or friend), and length of time spent caregiving (less than 1 year, 1-4 years, 5-9 years, 10-14 years, 15+ years). Service use was defined as participants' purchase of 2 or more of the 18 available service options.
Outcome variables included (a) participant health status, as defined by perceived likelihood of nursing home placement without the CLP services and within the next 3 months and (b) program effectiveness, which considered expenditures associated with the cost of services per day and existing unmet needs. The participants or their proxy informants reported perceptions of health status using a 4-point Likert scale and number of remaining unmet needs. To assess program effectiveness, we used the fiscal management database to calculate program cost per participant per day.
Data Analysis
To answer the first research questions, are there distinguishable groups of clients based on enrollment characteristics?, a two-step cluster analysis was conducted with Note: ADL, activities of daily living; HCBS, home and community-based services.
IBM SPSS Statistics 21 to identify profiles of service users. Seven client characteristics derived from the CLP program evaluation data were chosen based on Andersen's model (see Figure 1) : age, primary disability, number of ADL limitations, living situation, household income, caregiver relationship to participant, and length of time (years) spent caregiving. First, a Clusters Features Tree was constructed by including information from the seven input variables for the first case and placing it at the base (Brawijaya Professional Statistical Analysis, 2011). Information for each successive case was used to create groupings that were based on similarity using log-likelihood with the Mahalanobis distance measure. Assessment of similarity was determined by using frequencies of occurrence to inform the clustering process; results yielded high intracluster similarity. Second, the Akaike's information criterion determined that four clusters would be the "best" fit for the data. Once identified, the composition of each cluster was examined to determine which variables were most important in differentiating one cluster from the other clusters (Norušis, 2004) . Clusters were then evaluated based on sex, number of chronic health conditions, and service use per individual. Chi-square analyses were conducted to determine the significances of the relationship between specific client enrollment characteristics and group membership. It is standard practice to label clusters based on identifying characteristics (Farber, Shinkle, Lynott, Fox-Grage, & Harrell, 2011) . The corresponding labels capture the essence of the phenomenon occurring within a group, rather than a perfect description (Peters & Murphy, 1992) . The second research question, do groups differ on their utilization of services?, examined the significance of the relationship between selection of services (dependent variables) and cluster membership. We used the nonparametric Fisher's exact test to correct for services (cells) that had a frequency of less than five users. Only personal care services (PCS) were used by more than five clients in each cluster; thus, we conducted a chi-square analysis to examine this relationship.
For the third research question, do groups of clients differ on outcome measures that assess perceived health status of clients and program effectiveness?, participant data within each group were aggregated for each reported outcome variable. One-way analysis of variance was used to examine differences between groups. We ran descriptive analyses to check for violations of the normal distribution assumption; nonparametric independent samples Kruskal-Wallis test was used to accommodate skewness. The dependent variables of interest were average cost per day for services used, reported number of existing unmet need, likelihood of nursing home entry without CLP services, and likelihood of nursing home entry within the next 3 months. The between-cluster membership differences identified whether certain profiles had greater potential to meet older adults' care needs.
Results
Four types of service users were distinguished based on enrollment characteristics of the older adult (range of members = 7-34) (see Table 1 for demographic characteristics for each group). The four groups of clients were differentiated by key variables, including participant disability type, participant living arrangement, household income, caregiver relationship to participant, and length of time caregiver reported providing care. Groups were evaluated based on age, gender, race, number of limitations in ADLs, and number of health conditions.
Reflecting the importance of relationship to client (Fisher's value = 45.370, p < .001), the majority of conventional HCBS users (Cluster 1) and those living with adult child (Cluster 2) had an adult child providing care. Clients with greater resources (Cluster 3) had either a spouse or adult child as primary caregiver, and all extended kin and friend support members (Cluster 4) had another relative (other than a spouse or adult child) or a friend as their primary caregiver. Overall, fewer services were selected for older adults when caregivers were spouses (M = 2.85) compared to adult child (M = 3.15). Members with greater resources represent a group of clients in which the majority benefited from a combination of resources, including spousal caregiving and greater financial means. This group of clients purchased the fewest number of services.
Conventional HCBS users, so named to reflect the characteristics of older adults identified in the literature as likely service users, represented the most variability in living arrangement (Fisher's value = 56.610, p < .001). The majority of individuals who lived with relatives were from the living with adult child group, while individuals living with only their spouse were predominately from the greater resources group. All members of extended kin and friend support group lived alone. None of the extended kin and friend support members reported cognitive disabilities as their primary disability (Fisher's value = 24.430, p = .001). About an equal number of older adults living with adult child reported either physical or cognitive disability as their primary disability; the majority of greater resources members had cognitive disabilities. Individuals with an unspecified disability were members of the conventional HCBS users group.
The length of time caregivers provided care (Fisher's value = 23.925, p = .004) varied, with an average of between 1 and 4 years. Members in greater resources and extended kin and friend support clusters grouped around the lower end of the range of years spent providing care, suggesting the need for care was a relatively more recent development than conventional HCBS users and participants living with adult child. Conventional HCBS users and participants living with adult child reported receiving care for 10 or more years.
Household income (Fisher's value = 32.950, p < .001) was significantly associated with how client groups were formed. Each cluster had clients with less than $20,000 and more than $20,000. However, clients with greater resources who lived with spouses tended to have greater household incomes. Clients living with adult child tended to have less household income.
The number and type of services used by participants in each clusters varied and ranged from 11 to 16 services. None of the participants purchased recreational devices or senior apartment rent support services. Participants most frequently selected routine service options of PCS and homemaker/companion services (63% and 49%, respectively). The other 14 services were selected by less than 26% of the participants; overall chi-square analysis and Fisher's exact test revealed that use of PCS (χ 2 = 8.764, p < .033) and respite services (Fisher's value = 7.394, p < .020), respectively, were significantly associated with cluster membership. The following section depicts characteristics of client groups and service selection by group (beyond the use of PCS and homemaker/companion services). Table 2 provides detailed information about overall service selection and selection by cluster.
Cluster 1: Conventional HCBS Users
The average age of persons in the conventional HCBS users cluster (n = 19; 25% of overall study sample) was 80.89 years. Just over half of the group reported an annual income of more than $20,000. Most conventional HCBS users lived alone or with their spouse and reported having physical disabilities, an average of 4.21 ADL limitations and 4.47 chronic health conditions. Caregivers for conventional HCBS users were primarily adult children who most frequently reported providing care from less than 1 year to 4 years. Although members of this group were younger than the overall sample, it included four members who reported needing care for more than 10 years.
As a group, 14 of the 16 services were purchased, with an average of 2.95 services per client. Home modification, disposable medical supplies, chore services, assistive devices, and prescription medication, all one-time/intermittent services, were most frequently selected. Transportation, a routine service, was also frequently selected. The use of these services suggests that conventional HCBS users were aware of their current needs (e.g., assistive devices, chore services) but also considered future needs (e.g., home modification) to maintain independence.
Cluster 2: Living With Adult Child
As the label suggests, all 16 older adults (21.1% of overall study sample) lived with more than just their spouse. That is, they either lived with spouse and another individual or they lived with a relative or friend. Their average age was 83.6 years and the majority of older adults reported less than $20,000 in household income. Older adults living with adult child had either physical or cognitive disabilities, reported 5.56 ADL limitations and 4.74 chronic health conditions. An adult child was the caregiver for most participants and the majority of their caregivers reported providing care for between less than 1 year and 4 years or 5 and 9 years, indicating that only some had been providing care for quite some time.
All 16 services were purchased, indicating the diverse needs of older adults living with adult child. On average, participants used 3.75 services and most frequently purchased assistive devices, disposable medical supplies, personal emergency response system (PERS), home modification, and respite. Using respite was significantly associated with being a member of this group (p = .01).
Cluster 3: Greater Resources
The 34 members (44.7% of overall study sample) of the greater resources group reported an average age of 83.7 years. The majority of clients had a household income of more than $20,000, suggesting that members of this cluster had greater financial resources than the other three groups. In addition, the majority of clients in this group lived with their spouses, and half of the caregivers were spouses and the other half were adult children. This indicates greater availability of informal caregiving resources, compared to other groups of clients. The majority of caregivers provided care for less than 1 year to 4 years, reflecting a relatively new responsibility of providing care. More than half of the group members reported cognitive disability, while all other members reported a physical disability as their primary disability. They reported an average of 4.24 ADL limitations and 4.79 chronic health conditions. Clients with greater resources purchased 15 services. On average, clients used 2.79 services and frequently purchased routine services, including PERS, adult day care, and transportation. Prescription medication, considered by the CLP as a one-time/intermittent service, was also frequently purchased.
Cluster 4: Extended Kin and Friend Support
All seven members of the extended kin and friend support group (9.2% of overall study sample) had a primary physical disability and lived alone. The average age of participants was 86.4 years; they reported an average of 4.29 ADL limitations and an average of 5.57 chronic health conditions. Only three members of the extended kin and friend support group reported having a household income of more than $20,000. Their primary caregivers were other relatives or friends, with the majority providing assistance for less than 1 year to 4 years.
Members of the extended kin and friend support group selected 11 types of services. On average, clients used 3.29 services. The services selected for purchase represent a group of cognitively healthy older adults. Disposable medical supplies and assistive devices, as well as home-delivered meals were most frequently purchased.
Client Group and Outcome Variables
Overall, participants were "very satisfied" or "satisfied" with the CLP program. Between-cluster differences were significant for average service cost per day (F(3, 72) = 5.530, p = .002). The average cost per day for conventional HCBS users was $21.06, which was significantly lower than the average for participants living with adult child (M = $31.14; p = .006) and with greater resources ($30.31; p = .002). The average cost per day for older adults with extended kin and friend support was $29.19, which did not differ significantly from the other groups. The clusters did not differ on existing unmet needs (F(3, 70) = 0.517, p = .672). However, extended kin and friend support members reported the lowest average of unmet needs (M = 0.86), which may be associated with their primary limitations reported as physical disability, which can be more easily addressed with services than cognitive limitations.
All CLP clients were nursing home eligible at time of enrollment; clients' perceived likelihood of moving to a nursing home had CLP services not been provided differed significantly across clusters (F(3, 70) = 2.779, p = .047). Clients with greater resources reported the lowest likelihood, compared to clients with extended kin and friend support, which reported the greatest likelihood (p = .101) of nursing home placement. With the small number of participants in the extended kin and friend support group, it is likely that the trend toward significance would continue if there were more participants. The majority of participants (n = 60; 81.1%) indicated that moving was not at all likely within the next 3 months; there was no significant difference among clusters (Kruskal-Wallis value = 1.058, p = .787). See Table 3 for detailed information about outcome measures by cluster.
Discussion
Relatively little is known about how LTSS can be packaged and delivered to meet the care needs of vulnerable older adults. In this study, we identified similar groups of clients, rather than individual users and services used, as a potential means to improve resource allocation. This approach resulted in new information about older adults who use HCBS services and offers insight into how healthcare providers can use a framework/schema of likely client needs at the time of enrollment. Working with service coordinators and primary caregivers who understand the holistic situation of clients, such as availability of enabling characteristics (caregiver relationship to participant, participant living arrangement, and length of time caregiver provided assistance to participant), may improve their ability to advocate for appropriate services that best address the needs of the client.
Based on enrollment characteristics obtained at the start of the study, cluster analysis revealed four distinct groups of clients. Enabling resources were the most influential in defining these different groups of clients. Understanding the circumstances of clients entering the program can help inform selection of services, which may lead to more positive client outcomes. Enabling resources also are more malleable than either predisposing or need variables. For example, clients living with adult child or clients living alone who rely on extended kin and friend support used the most services. For these groups of clients, services that address the needs of informal caregivers need to be promoted. Greenfield (2015) identified the complementary role of assistance from neighbors, which further supports to the importance of providing additional support to informal, non-kin or extended family caregivers. Agencies can provide supplemental services and supports to alleviate some of the challenges of informal caregiving, which has the potential to reduce the physical strains associated with providing care for long durations (Family Caregiver Alliance, 2012) .
Many LTSS policies were developed with the assumption that familial support is a reliable source of providing care for vulnerable older adults. The majority of older adults in the current study either lived with their spouse or lived alone and received care from a family member. Clients receiving care from family members did not perceive a high likelihood of nursing home entry if CLP services were not provided, suggesting a continued expectation for families to provide care (Kaye et al., 2010; Weiner et al., 2013) . Conversely, members of the extended kin and friend support group (Cluster 4) reported a high likelihood of nursing home entry without CLP services. These findings suggest the necessity of formal services to supplement informal care provided outside of the realm of traditional family structures.
Similar to the Cash and Counseling program, clients were able to choose whether a family member or an agency provided services. The CLP consumer-directed care model capitalized on the knowledge of older adults and their caregivers to identify the services they needed to deter nursing home entry. Study findings provided further support for the association between consumer-direction and older adults' reports of improved overall quality of life (Carlson et al., 2007) , efficient care that met their needs (Weiner, Anderson, & Khatutsky, 2007) , and ability to age-in-place (Robison et al., 2012) . Fewer adverse caregiving outcomes are likely when the needs of caregivers and care recipients are met (Li, Chadiha, & Morrow-Howell, 2005) . For example, older adults living with adult child were significantly more likely than other groups to use respite services. When caregivers received respite, they tend to report higher caregiver well-being (Fields, Anderson, & Dabelko-Schoeny, 2014) . The ability to identify at-risk caregivers for burden and depression may also help programs provide more targeted services (Gaugler, Mittelman, Hepburn, & Newcomer, 2014) . Thus, having support services for caregivers available and accessible, such as respite to reduce caregiver burden, is crucial to prevent caregiver burnout in the early years and help sustain caregivers providing care for a long time. HCBS options offer a broad range of services and supports to address the diverse needs of community-dwelling vulnerable older adults to age-in-place (Stone, 2011) . After participating in CLP for 3 months, older adults reported existing unmet needs even with the 18 service offerings. Almost all participants selected PCS and nearly half selected homemaker/companion services. Beyond these two most commonly selected services, older adults used a variety of the available services, but no one service was consistently selected by all of the participants, highlighting the need to provide various service options to reduce the risk of needs going unmet.
Subtle differences in service selection between groups were evident. Routine services were more frequently selected for use by older adults with greater resources and extended kin and friend support than by members in other groups. Members with greater resources, which included the majority of participants with spouse caregivers, selected the fewest number of services compared to participants with adult child, other relative, or friend caregivers, which supports previous findings that spouses rely on fewer services to assist them with their caregiving responsibilities (Robinson et al., 2013) . On average, the service use cost per day for services used was significantly different between three groups of older adults. Clients' type of disability, an important need-based factor in distinguishing cluster membership, may be associated with cost. For instance, compared to other groups, conventional HCBS users were least likely to report having a primarily cognitive disability and had a lower average cost per day; older adults living with adult child and with greater resources were more likely to have a cognitive disability. Average cost per day was highest in these two groups. Although three of the groups purchased a similar number of different services, respite and routine services tended to be among the most expensive services offered to the CLP participants. Clients living with adult child and with greater resources were more likely to use respite and routine services, respectively, which may explain the higher cost per day for services.
In sum, study findings provide further evidence in support of the use of consumer-directing HCBS and new insights about how client groups used services. However, the study is not without its limitations. Because service selection was the focus on this study, we limited our analysis to CLP participants who used multiple services for more than 1 month. Findings must be interpreted with caution because of the small sample. Participants' proxy informants overwhelmingly provided on behalf of the older adults, which could be more reflective of their perceptions of the effectiveness of the program than those of the clients'. The use of secondary data also limited our selection of variables and subsequent data analysis. Participants were asked to report only their primary disability type, which overlooked severity of disability and the dynamic interplay of various types of disabilities. In addition, questions that participants were asked during the 3-month follow-up survey were limited. For example, participants only reported which services were purchased so we did not have information on the number of service hours received, the regularity that each service was used, or whether participants relied on other people or services for support. Having this information would better inform providers of what and how frequently services are used. Future research is warranted that elaborates on the complex interplay among individual needs, informal care, and frequency of formal service use and the long-term outcomes for both individual users and their caregivers.
Implications for Practice and Policy
HCBS clients had diverse needs, demonstrated different availability of enabling resources, and used a range of services. Providers may have an implicit understanding of what types of clients need certain types of services, but there has been no empirical evidence that suggests how individuals with certain characteristics may be classified according to service needs. This study demonstrates how services can be more effective, with agencies making better use of enrollment information about their clients to address their comprehensive needs before there is a need for institutionalization.
The goal of the CLP initiative was to intervene before clients' needs were too dire. Despite the availability of 18 services, clients reported existing unmet need after 3 months of enrollment. This reinforced the need for communities to offer a range of one-time and long-term service options to older adults and their caregivers and provide them with information about the available services options. Although the Affordable Care Act of 2010 takes a more preventive approach to healthcare than other healthcare policies, additional efforts must be made to promote preventive HCBS options for vulnerable older adults.
In the midst of federal budget cuts, it has been difficult to maintain strides in policy reform that positively influence older adults and their families. This study showed how standard enrollment information obtained by all agencies about their clients (e.g., age, living arrangement, primary disability) could be used to inform clients' selection of probable services that will be effective. Recognizing the importance and malleability of enabling resources provides practitioners with a starting point to assist older adults in selecting appropriate care options and ensuring the appropriateness of services received.
To contain costs, many policies and programs overlook low levels of need, which contributes to an infrastructural barrier that inhibits the use of HCBS. While most study participants did not perceive a risk for nursing home entry, older adults with extended kin and other relatives did. Improving upon the traditional LTSS system with programs like CLP may advance services and supports toward providing a more effective and efficient system of care for vulnerable older adults. It is important to understand the role of older adults' enabling resources, which provides a clearer picture of clients' circumstances surrounding available informal resources. Thus, policymakers are encouraged to adopt and support the shift toward consumer-directed preventive HCBS options that have the potential for enabling older adults to remain in their homes for as long as possible, ultimately enhancing their quality of life.
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